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Abstract
One major approach to weight stigma reduction consists of decreasing beliefs about the
personal controllability of—and responsibility for—obesity by educating about its biogenetic
causes. Evidence on the efficacy of this approach is mixed, and it remains unclear whether
this would create a deterministic view, potentially leading to detrimental side-effects. Two
independent studies from Germany using randomized designs with delayed-intervention
control groups served to (1) develop and pilot a brief, interactive stigma reduction interven-
tion to educate N = 128 university students on gene × environment interactions in the etiol-
ogy of obesity; and to (2) evaluate this intervention in the general population (N = 128) and
determine mechanisms of change. The results showed (1) decreased weight stigma and
controllability beliefs two weeks post-intervention in a student sample; and (2) decreased
internal attributions and increased genetic attributions, knowledge, and deterministic beliefs
four weeks post-intervention in a population sample. Lower weight stigma was longitudinally
predicted by a decrease in controllability beliefs and an increase in the belief in genetic
determinism, especially in women. The results underline the usefulness of a brief, interac-
tive intervention promoting an interactionist view of obesity to reduce weight stigma, at least
in the short term, lending support to the mechanisms of change derived from attribution the-
ory. The increase in genetic determinism that occurred despite the intervention’s gene ×
environment focus had no detrimental side-effect on weight stigma, but instead contributed
to its reduction. Further research is warranted on the effects of how biogenetic causal infor-
mation influences weight management behavior of individuals with obesity.
Introduction
People with obesity are pervasively stigmatized and exposed to weight-related discrimination
in many domains of life [1]. Posing a threat for mental and physical health and well-being [2–
4], interventions to reduce weight stigma are being developed. One major approach consists of
decreasing beliefs about the personal controllability of body weight by educating about the bio-
genetic causes of obesity; however, this has been inconsistently efficacious [5]. In addition, it
remains unclear whether focusing on biogenetic causes promotes a deterministic view of
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individuals with obesity as being genetically and thus, fundamentally and inevitably different
[6], potentially exacerbating stigma as a side-effect.
Stigmatizing attitudes towards individuals with obesity emerge in the context of beliefs
about the controllability of and responsibility for the excess body weight [7–10]. As predicted
by the prominent attribution theory [11], the more a stigma such as weight stigma is attributed
to internal, controllable causes, and, thus, responsibility is perceived, the greater are one’s nega-
tive reactions to it, including, for example, negative emotions, stigmatizing attitudes, and
behavioral discrimination. In line with these predictions, attributions to uncontrollable causes,
such as biogenetic causes, have been shown to co-occur with lower stigmatizing attitudes in
most [12,14,16,17], but not all studies on weight stigma [13,15].
Providing information on the biogenetic causes of obesity has shown mixed effects on stig-
matizing attitudes [18]. Some experimental studies that briefly informed adult participants in
student and community-based samples about the biogenetic causes of obesity found reduced
stigmatizing attitudes [7,19–22], while others did not [13,17,23,24]. Interpreting results is com-
plicated by methodological shortcomings (e.g., lack of adequate control groups, no pre-post
design), so that causality in some studies cannot clearly be determined. In contrast to these
brief experimental manipulations, more comprehensive, multi-component interventions that
were designed to reduce stigmatizing attitudes by using education on genetic factors, among
other interventions (e.g., information on the sociocultural background), led to decreased
explicit stigmatizing attitudes over several weeks of follow-up in students [25–29]. One com-
prehensive, multi-component intervention in a student sample even reduced implicit, uncon-
scious stigmatizing attitudes [27], as assessed by the Implicit Association Test (IAT) [30]. In
contrast, an anti-stigma film [28] and a brief experimental manipulation of biogenetic causes
[24] did not reduce implicit stigmatizing attitudes in students.
Despite the increasing evidence base on the stigma-reducing potential of providing informa-
tion on the biogenetic causes of obesity, little research has been conducted on the potential
mechanisms and side-effects of interventions [31]. Some studies documented a specific
decrease in controllability beliefs [21,25,27,28], as would be predicted by attribution theory
[11]. It has not been consistently demonstrated whether interventions increased biogenetic
causal attributions [23,27,29], or had no impact on these attributions [13,20]. It further
remains unclear whether internal causal attributions to an individual’s behavior decreased,
whether knowledge of obesity and its etiology increased, and whether the belief of obesity to be
genetically determined, involving the view of people with obesity as fundamentally different,
was heightened.
While most of the aforementioned experimental manipulations presented an essentialist,
deterministic view of obesity according to which genes form the basis of individuals and deter-
mine his/her behavior or body weight, thereby limiting personal control and responsibility,
multi-component studies sought to provide a more complex, multi-factorial view of obesity in
order to reduce weight stigma. For any provision of genetic causal information, it has been
argued that the reference to genetic factors could be misinterpreted in an essentialist way:
Genetic essentialism [32], because of its potential to promote perceptions of fundamental
genetic differentness, could lead to increased stigma as a side-effect [6,31,33]. Indeed, a meta-
analysis on the stigma of mental illness found that a stronger consideration of biogenetic causes
was associated with less blame, but views of mental illness as more dangerous [34]. While in
the obesity field none of the aforementioned experimental or multi-component stigma reduc-
tion studies documented increased weight stigma after providing genetic causal information,
Persky and Eccleston [20] found that information on the genetic causes of obesity was associ-
ated with a reduced readiness of medical students to recommend weight loss, exercise, and diet
to patients with obesity in a virtual treatment setting. Thus, more research is warranted on
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potential mechanisms and side-effects, including causal attributions, genetic determinism, and
knowledge.
Two independent studies were designed (1) to develop and pilot a brief, interactive multi-
component intervention on weight stigma reduction with a focus on providing a gene × envi-
ronment model of obesity etiology in a student sample; and (2) to evaluate effects of this inter-
vention in the general population over a prolonged follow-up. It was hypothesized that the
intervention would reduce explicit stigmatizing attitudes (primary outcome) and controlla-
bility beliefs; leave implicit stigmatizing attitudes unchanged—based on the aforementioned
inconsistent findings on the variability of implicit stigmatizing attitudes; and increase knowl-
edge, genetic causal attributions, and genetic determinism, but decrease internal causal attribu-
tions (secondary outcomes).
Study 1: Development of a Brief, Interactive Intervention for Weight
Stigma Reduction Providing Gene × Environment Causal
Information
Materials and Methods
Participants and procedure. Participants were 128 university students (79 women, 49
men) recruited for the study at Philipps University of Marburg, Germany. Participants were on
average 23.01 ± 3.24 years old and had a mean body mass index (BMI, kg/m2) of 22.41 ± 3.00
kg/m2 that was calculated based on self-reported height and weight. Using the guidelines by
the World Health Organization [35], overweight or obesity were identified in 21 (16.4%) par-
ticipants (BMI 25.00 kg/m2).
Of the 128 participants, 64 individuals were randomly assigned to the experimental group
to receive the intervention, and 64 individuals were assigned to a delayed-intervention control
group that was offered the intervention after the post-intervention assessment. A delayed-
intervention control group is an appropriate control condition in the early stage of intervention
development. The two groups did not differ significantly in the distribution of gender, [χ2 (1,
N = 128) = 1.62], age [F(1, 126) = 0.45], BMI [F(1, 126) = 3.34], or weight status [underweight/
normal weight vs. overweight/obese; χ2(1, N = 128) = 2.79; all p> .05].
Participants were seen individually in the laboratory suite. Prior to all study procedures,
they were informed about the study in a verbal and written format, and written informed con-
sent was obtained. Consent forms and personal information collected therein were archived at
the University in a locked facility and locked cabinet, so that only study personnel had access
to them. When the study was conducted from 01/2006-04/2007, it was not mandatory to seek
approval by an Institutional Review Board for studies in non-clinical participants in Germany.
There was no Institutional Review Board in place for non-clinical studies from the Psychology
Department of Philipps University of Marburg at that time.
For the baseline assessment, participants completed the measures described below. Partici-
pants of the experimental group then received the computerized intervention. Participants of
both groups were given an appointment for the post-intervention assessment 10 to 16 days
after the initial appointment in order to complete the same measures as at baseline. Partici-
pants of the control group were offered the intervention at this time point. All participants
were offered two hours of research participation credits as incentive.
Measures. The Antifat Attitudes Test (AFAT) [19] was used to assess the primary out-
come of explicit stigmatizing attitudes. The AFAT includes 47 statements to be rated on a
5-point Likert rating scale ranging from 1 = Definitely disagree to 5 = Definitely agree (e.g., “Fat
people have no will power”). A total mean score was calculated, with higher scores indicating
greater explicit stigmatizing attitudes. The German version, controlled by a retranslation
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procedure, demonstrated an excellent internal consistency of the total mean score (Cronbach
α’s = .96) in this study’s sample that was comparable to the original AFAT’s internal consis-
tency [19].
Regarding secondary outcomes, the Beliefs About Obese Persons Scale (BAOP) [36] was
used to measure explicit beliefs about diverse personal and biological causes of obesity and the
controllability of body weight of individuals with obesity. Participants are asked to rate eight
statements about the causes of obesity on a 6-point Likert scale ranging from -3 = I strongly dis-
agree to +3 = I strongly agree (e.g., “Obesity is usually caused by overeating”). Higher sum
scores (with a maximum value of 24) indicate a stronger belief that obesity is not under per-
sonal control. The German translation of the BAOP was controlled by a retranslation proce-
dure. Internal consistency of the BAOP in this study’s sample was adequate (Cronbach α = .77)
and comparable to that reported for the original version [36].
Further, a test of knowledge was constructed to measure the participants’ knowledge about
the etiology of obesity, weight stigma, and modifiability of body weight through weight loss
interventions. This test included 10 items offering four response options each, one of which
was correct (e.g., “In family and twin studies, how much is body weight influenced by genetic
factors?” 10–20%, 20–50%, 30–70% [correct response], 70–100%). Correct answers were
summed up, with a possible range of 0 = No knowledge about obesity to 10 = Very knowledge-
able about obesity.
To measure implicit stigmatizing attitudes, a computerized version of the IAT [30] was used
to determine the relative strength of associations between a pair of opposing attribute and tar-
get categories. In weight stigma IATs, probands classify target stimuli (e.g., skinny, plump) into
a thin or fat category, and attribute stimuli (e.g., smart, stupid) into a positive or negative cate-
gory. Responses are typically more correct or faster for compatible (e.g., fat and negative) than
for incompatible (e.g., fat and positive) pairings [37,38]. The weight stigma IAT in this study
used culturally adapted items from Teachman and Brownell [38] and followed the structure
recommended by Nosek, Greenwald, and Banaji [39]. As the dependent variable, the D score
was calculated by dividing the mean differences of reaction times by standard deviations of all
reaction times of the trials presenting compatible and incompatible anti-fat pairings [40].
Higher D scores are indicative of a stronger association between fat and negative, and thus of
stronger implicit stigmatizing attitudes.
Intervention. The stigma reduction intervention sought to make participants reflect about
their view on the controllability and responsibility of individuals with obesity regarding their
excess weight. The intervention was delivered through an interactive audio-visual slide show
(55 slides), presented via Microsoft PowerPoint (Microsoft Corporation, Redmond, Washing-
ton State, USA), and took about 60 minutes to complete. In order to involve participants in the
reflection about their own thoughts and attitudes about overweight people, the intervention
used psychoeducation, guided discovery, and mental imagery techniques. Additional material
was provided that the participants were asked to work through during the intervention (e.g.,
comparison of current and desired body size).
To introduce the topic, participants were asked in a guided imagery task to imagine encoun-
tering an overweight woman in a public place, and were instructed to observe their reactions
using a behavior analytic framework of the emotional, cognitive, behavioral, and perceptual
levels. In Module 1, participants received general information on the definition, prevalence,
risk factors, and treatment of obesity. The emphasis was on the etiological relevance of genetic
factors in interaction with environmental factors and on the limited modifiability of body
weight through weight loss treatment. Module 2 addressed weight stigma in the context of the
current societal pressure to be slim. Using body image interventions [41], relativity of the
beauty ideal was addressed by showing paintings of women at different sizes from different
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eras. In addition, participants were made aware of their own beauty ideal and current body size
using Stunkard’s Standard Figural Stimuli [42]. Module 3 addressed prejudice against people
with obesity. Current research was presented on the origin of weight stigma, forms of weight-
related stigmatization and discrimination, and the consequences for people with obesity. A
reflection task was designed to make participants aware of their own prejudice against individ-
uals with obesity. The presentation was concluded by summarizing take-home messages.
Data analytic plan. Post-intervention group differences on the primary and secondary
outcome variables were analyzed using univariate analyses of variance with baseline values as
covariates (ANCOVAs). Change over time was analyzed by conducting repeated measures
ANOVAs of Group (experimental, control group; between-subjects) × Time (baseline, post-
intervention; within-subjects). In order to determine influences by participants’ body weight,
weight status (underweight/normal weight vs. overweight/obesity) was entered as a covariate
in an additional step in the analyses outlined above; the results were reported only if changed.
Partial η2, describing the proportion of total variability attributable to a factor, was displayed to
estimate effect size (η2, small: 0.01, medium: 0.06, large: 0.14) [43]. A two-tailed α of .05
was applied to all tests. Analyses were performed using SPSS 22.0 (SPSS Inc., Chicago, Illinois,
USA). The sample size of N = 128 provided 80% power to detect a medium effect size for a
Group × Treatment effect of η2 = 0.06. Data are made available in the Supporting Information
(S1 Data).
Results
As summarized in Table 1, post-intervention ANCOVAs showed significantly less explicit stig-
matizing attitudes (AFAT) in the experimental than in the control group (p< .01; medium
effect). In addition, less controllability beliefs (BAOP), and greater knowledge of obesity were
found (both p< .001; large effects). Implicit stigmatizing attitudes (IAT) did not differ between
groups (p> .05).
Repeated measures ANOVAs revealed significant Group × Time effects for explicit stigma-
tizing attitudes (p< .05; small effect), and for controllability beliefs and knowledge of obesity
Table 1. Study 1: Effects of a brief interactive stigma reduction intervention over two weeks in a student sample (N = 128).
Experimental group Control group
Baseline Post-
intervention
Baseline Post-
intervention
Groupa Group x Timeb Timeb
M SD M SD M SD M SD F(1, 125) η2 F(1, 126) η2 F(1, 126) η2
Explicit measures
Stigmatizing attitudes (AFAT) 1.98 0.47 1.85 0.41 2.25 0.65 2.22 0.69 7.36** 0.06 4.23* 0.03 9.42*** 0.07
Controllability beliefs (BAOP) 18.00 7.70 25.27 6.66 16.52 6.85 18.30 7.47 36.06*** 0.22 22.76*** 0.15 61.94*** 0.33
Knowledge of obesity 3.70 1.58 5.80 1.90 3.53 1.41 3.78 1.33 50.72*** 0.29 33.48*** 0.21 54.10*** 0.30
Implicit measure
Stigmatizing attitudes (IAT-D) 0.56 0.37 0.57 0.43 0.63 0.38 0.63 0.42 0.05 0.00 0.01 0.00 0.09 0.00
AFAT indicates Antifat Attitudes Test (1–5); BAOP, Beliefs About Obese Persons Scale (0–48); Knowledge of obesity (0–10); IAT, Implicit Association Test,
D, mean differences of reaction times divided by standard deviations of all reaction times when presenting compatible and incompatible anti-fat pairings.
aUnivariate analysis of variance by Group (EG, CG; between-subjects) with baseline values as covariates.
bRepeated measures analysis of variance of Group (EG, CG; between-subjects) × Time (baseline, post-intervention; within-subjects).
*p < .05
**p < .01
***p < .001
doi:10.1371/journal.pone.0162993.t001
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(both p< .001; medium-to-large effects). Post-hoc analyses showed that explicit stigmatizing
attitudes decreased significantly and knowledge increased significantly in the experimental
group (both p< .01; η2 = 0.11, 0.47), while in the control group both variables remained
unchanged (both p> .05; η2 = 0.03, 0.04). In addition, both groups showed a large-size
decrease in controllability beliefs post-intervention when compared to baseline, but the effect
size was more than twice as high in the experimental group than in the control group (all p<
.05; η2 = 0.44 vs. 0.17). Implicit stigmatizing attitudes did not show any significant effect in the
Group × Time analysis (both p> .05).
Discussion
The results demonstrated that the brief interactive intervention for weight stigma reduction
yielded a significant but small reduction in explicit stigmatizing attitudes two weeks after the
intervention. In addition, the intervention led to medium-to-large decreases in controllability
beliefs and increases in knowledge, as predicted. In contrast, the control group showed
unchanged scores in knowledge and slightly decreased scores in controllability beliefs, which
may result from participating in the study, possibly stimulating a reflection about attitudes
towards people with obesity. Overall, the results confirm previous evidence on the destigmatiz-
ing potential of multi-component programs [25–29], even with the brief time commitment of
the intervention (60 minutes).
In contrast to the significant effects on explicit measures, no effects emerged for implicit
stigmatizing attitudes, as expected, which reflects some previous research on relatively brief
interventions [24,28], but is not consistent with the results from a more comprehensive health
curriculum [27]. Although the interactive intervention was designed to activate implicit stig-
matizing attitudes (e.g., by guided imagery), the intervention may not have been potent enough
to substantially change them.
Based on these results, further evidence was deemed necessary to determine whether this
intervention would: be useful in a population-based sample; show maintenance of effects over
a prolonged follow-up; modify causal attributions and increase genetic knowledge of obesity;
and increase the belief in genetic determinism even if it was based on a gene × environment
model.
Study 2: Effects of a Brief, Interactive Weight Stigma Reduction
Intervention on Stigmatizing Attitudes and Genetic Knowledge,
Attributions, and Determinism
Materials and Methods
Participants and procedure. A total of 128 individuals (79 women, 49 men) were recruited
from the community for the study in the region of Marburg, Germany, using flyers, public
notices, and newspaper announcements. Participants were on average 35.31 ± 12.54 years old
and had a mean BMI of 25.64 ± 5.64 kg/m2 (calculated based on self-reported height and
weight), with overweight or obesity identified in 54 (42.2%) participants (BMI 25.00 kg/m2).
Of the 128 participants, 63 individuals were randomly assigned to the experimental group to
receive the intervention, and 65 individuals were assigned to a delayed-intervention control
group. The two groups did not differ significantly in the distribution of gender [χ2(1, N = 128) =
1.10], age [F(1, 126) = 1.27], BMI [F(1, 126) = 0.04], or weight status [underweight/normal
weight vs. overweight/obesity; χ2(1, N = 128) = 0.02; all p> .05]. However, significantly more
participants in the experimental group than in the control group had a lower level of education
Weight Stigma Reduction
PLOS ONE | DOI:10.1371/journal.pone.0162993 September 15, 2016 6 / 14
[< 13 years vs. 13 years of school education; experimental group: 39, 61.9%, control group:
26, 40.0%; χ2(1, N = 128) = 6.14, p< .05].
The procedure, including informed consent, followed that in Study 1. As opposed to Study
1, participants were seen four weeks instead of two weeks after baseline for their post-interven-
tion assessment. The study was conducted from 09/2008-12/2009. Participants were offered 25
EUR as an incentive.
Measures. As in Study 1, the AFAT was used as the primary outcome measure, and the
BAOP and the computerized IAT were used as secondary outcome measures to assess explicit
stigmatizing attitudes, controllability beliefs, and implicit stigmatizing attitudes. The following
additional secondary outcome measures were assessed.
A test on the genetic knowledge of obesity was created in order to evaluate interventional
effects on the specific knowledge about genetic factors of obesity. Eight items offered three to
five response options, one of which was correct (e.g., “Only maternal genes predispose for the
development of obesity.” This is right, this is wrong [correct response], I don’t know). Correct
answers were summed with a range of 0 = No knowledge about obesity genetics to 8 = Very
knowledgeable about obesity genetics.
To assess causal attributions of obesity, the 11-item Causal Attributions of Obesity Ques-
tionnaire (CAOQ) was used [12]. This questionnaire includes three subscales on the perceived
risk factors of obesity: Behavior (or internal attributions), which encompassed eating and activ-
ity behavior likely leading to a positive energy balance (e.g., “Binge eating,” “Lack of physical
activity;” 5 items); Environment (or external attributions), which referred to the obesogenic
food and activity environment (e.g., “Healthy food is too expensive,” “Lack of facilities for out-
side physical activity;” 5 items); and Heredity (genetic attributions; “Obesity is something that
is inherited from the parents;” 1 item). All scales were derived from principal components anal-
ysis [44]. Items were given five-point rating scales (1 = Disagree completely to 5 = Agree
completely) and subscale means were used for the analysis.
An adapted version of the Belief in Genetic Determinism Scale (BGDS) [45] was used for
this study to measure how much participants believed that obesity is determined by genetics.
Of the original 18 items, 10 items with the highest explanation of variance of the total mean
score were selected for this study and adapted to obesity (e.g., “The fate of each person lies in
his or her genes.”). Items, averaged to a mean score, were supplied with 7-point rating scales
ranging from 1 = Not at all true to 7 = Completely true. The adapted scale revealed an adequate
internal consistency in this study’s sample (Cronbach α’s = .73), comparable to that reported
for the original version [45].
Control variable. The Social Desirability Scale-17 (SDS-17) [46] was used to control for
the effect of social desirability in how participants answered in the outcome measures. The
SDS-17 consists of 17 items to be answered with right or wrong. To analyze, socially desirable
answers were summed (e.g., “During arguments I always stay objective and matter-of-fact”).
Stöber [46] reported adequate retest-reliability (rtt = .82).
Intervention. The intervention developed and piloted in Study 1 was applied, with minor
modifications (e.g., reduced difficulty level of scientific content).
Data analytic plan. The same data analytic strategy as in Study 1 was used, with three
adaptations: (1) The dependent variables included causal attributions subscale scores, genetic
knowledge of obesity sum score, BGDS total score, beyond AFAT total score, BAOP sum score,
and IAT-D score. (2) Education was used as a covariate in the analyses. (3) In order to deter-
mine effects of participants’ social desirability, the SDS-17 sum score was entered as a covariate
in an additional step in the analyses; the results were reported only if changed. In addition to
these analyses, a stepwise multiple linear regression analysis was conducted, controlling for
sociodemographic variables in step 1, in order to identify predictors of explicit stigmatizing
Weight Stigma Reduction
PLOS ONE | DOI:10.1371/journal.pone.0162993 September 15, 2016 7 / 14
attitudes (effect size evaluation: small: R2 .02, medium: .15, large: .35). To select predic-
tors, zero-order associations with post-intervention AFAT total score were determined using
Pearson's r or Spearman's rho correlation coefficients for the following continuous or ordinal
variables: group status, gender, age, weight status, education, baseline AFAT total score, and
baseline and change scores (post-intervention minus baseline) of all secondary outcome vari-
ables. The variables showing at least small-effect associations with the post-intervention AFAT
total score were retained for regression analysis (small: r .10, medium: .30, large: 0.50).
A two-tailed α of .05 was applied to all tests. Analyses were performed using SPSS 22.0 (SPSS
Inc., Chicago, Illinois, USA). Data are made available in the Supporting Information (S2 Data).
Results
Change by group and time. As summarized in Table 2, ANCOVAs did not show any
group difference in post-intervention explicit stigmatizing attitudes (AFAT), controlling for
baseline values and education (p> .05). Likewise, there were no significant effects for control-
lability beliefs (BAOP), internal attributions (CAOQ), or implicit stigmatizing attitudes (IAT;
all p> .05). In contrast, genetic knowledge of obesity, genetic causal attributions (CAOQ), and
belief in genetic determinism (BGDS) were greater in the experimental group than in the con-
trol group (medium to large effects; p< .01).
Repeated measures ANCOVAs did not reveal any significant effect on explicit stigmatizing
attitudes, controllability beliefs, or implicit stigmatizing attitudes (all p> .05; Table 2). How-
ever, significant Group × Time effects for genetic knowledge of obesity, genetic causal attribu-
tions, and belief in genetic determinism emerged (small to large effects; all p< .05), but not on
internal attributions (p> .05). Post-hoc analyses showed that genetic knowledge about obesity,
Table 2. Study 2: Effects of a brief interactive stigma reduction intervention over four weeks in a general population sample (N = 128).
Experimental group Control group
Baseline Post-
intervention
Baseline Post-
intervention
Groupa Group x Timeb Timeb
M SD M SD M SD M SD F(1, 125) η2 F(1, 125) η2 F(1, 125) η2
Explicit measures
Stigmatizing attitudes (AFAT) 2.10 0.53 2.15 0.50 2.08 0.51 2.12 0.49 0.00 0.00 0.01 0.00 1.92 0.02
Controllability beliefs (BAOP) 18.42 7.92 20.44 7.51 17.64 5.93 19.06 7.05 0.71 0.01 0.29 0.00 0.81 0.01
Genetic knowledge of obesity 2.40 1.53 3.54 1.54 2.52 1.50 2.54 1.56 28.37*** 0.19 23.72*** 0.16 0.13 0.00
Genetic attributions (CAOQ) 2.92 0.89 3.41 0.94 2.85 1.00 2.89 1.03 10.20** 0.08 6.07* 0.05 0.27 0.00
Internal attributions (CAOQ) 3.98 0.56 3.79 0.74 3.99 0.49 3.87 0.53 0.09 0.00 0.06 0.00 7.51** 0.06
External attributions (CAOQ) 3.16 0.64 3.06 0.60 3.21 0.60 3.12 0.64 0.00 0.00 0.02 0.00 2.80 0.02
Genetic determinism (BGDS) 4.10 0.73 4.67 0.90 4.05 0.88 4.15 0.91 13.33*** 0.10 10.97** 0.08 3.78 0.03
Implicit measure
Stigmatizing attitudes (IAT-D) 0.51 0.31 0.45 0.25 0.47 0.32 0.41 0.34 0.06 0.00 0.00 0.00 0.48 0.00
AFAT indicates Antifat Attitudes Test (1–5); BAOP, Beliefs About Obese Persons Scale (0–48); Genetic Knowledge of Obesity (0–8); CAOQ, Causal
Attributions of Obesity Questionnaire (1–5); BGDS, Belief in Genetic Determinism Scale (1–7); IAT, Implicit Association Test, D, mean differences of reaction
times divided by standard deviations of all reaction times when presenting compatible and incompatible anti-fat pairings.
aUnivariate analysis of variance by Group (EG, CG; between-subjects) with baseline values and education as covariates.
bRepeated measures analysis of variance of Group (EG, CG; between-subjects) × Time (baseline, post-intervention; within-subjects) with education as
covariate.
*p < .05
**p < .01
***p < .001
doi:10.1371/journal.pone.0162993.t002
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genetic attributions, and the belief in genetic determinism increased significantly and at large
effect sizes in the experimental group (all p< .001; η2 = 0.17, 0.37, 0.32), while in the control
group these variables remained unchanged (all p> .05; η2 = 0.00, 0.00, 0.02). In addition, a sig-
nificant main effect of time was found for internal attributions that decreased across both
study groups (p< .05; medium effect). This effect was no longer significant when weight status
or social desirability were included in the model as additional covariates (p> .05).
Prediction of post-intervention explicit stigmatizing attitudes. To select predictor vari-
ables in the multiple linear regression analysis, correlational analyses showed that lower post-
intervention explicit stigmatizing attitudes had at least small-size correlations with: lower base-
line explicit stigmatizing attitudes (r = .86) and controllability beliefs (-.35), and more genetic
causal attributions, less internal and external causal attributions, and greater belief in genetic
determinism (-.28 r .36). In addition, post-intervention explicit stigmatizing attitudes
were lower the greater the increase in genetic determinism beliefs and the greater the decrease
in controllability beliefs (-.19 r -.11). From the sociodemographic variables, female gender,
higher age, and overweight/obesity revealed small-size associations with lower post-interven-
tion explicit stigmatizing attitudes (-.11 r .19).
When entering these variables into a stepwise multiple linear regression analysis (Table 3),
lower baseline stigmatizing attitudes (large effect), greater decrease in controllability beliefs,
greater increase in genetic determinism beliefs, and female gender (small effects) showed sig-
nificant prediction effects for lower post-intervention explicit stigmatizing attitudes (all p<
.05). The final model including these predictors was significant [F(4, 123) = 113.96, p< .001]
and explained 78% of the variance.
Additional analyses. Because of the differences between the experimental and the control
group in educational level, additional analyses stratified by educational level were conducted
(< 13 years or 13 years of school education). In the ANOVAs of Group (experimental, con-
trol group; between-subjects) × Time (baseline, post-intervention; within-subjects), in partici-
pants with high educational level only, controllability beliefs increased [F(1, 61) = 4.27, p< .05,
η2 = 0.07] and implicit stigmatizing attitudes decreased over time [F (1, 61) = 4.70, p< .05,
η2 = 0.07] in both the experimental and the control group, while genetic causal attributions
increased over time specifically in the experimental group [F(1, 61) = 4.00, p< .01, η2 = 0.12].
In contrast, internal causal attributions decreased over time in participants with low
Table 3. Study 2: Multiple linear regression analysis: Prediction of explicit stigmatizing attitudes towards obesity (N = 128).
B SE Beta t test R2 R2 change
Gender 0.09 0.04 0.09 2.13* .03 .03
Baseline explicit stigmatizing attitudes (AFAT) 0.81 0.04 0.85 20.30*** .74 .71
Change controllability beliefs (BAOP) -0.01 0.00 -0.16 -3.74*** .77 .03
Change genetic determinism (BGDS) -0.07 0.03 -0.11 -2.51* .78 .01
Constant 0.37 0.10
Outcome variable: Stigmatizing attitudes towards obesity 4 weeks post-intervention (AFAT, Antifat Attitudes Test, 1–5). B indicates unstandardized
regression coefﬁcient; SE, standard error; Beta, standardized regression coefﬁcient; R2, adjusted multiple R2 (cumulative); R2 change, adjusted multiple R2
(by predictor). Gender (female = 1, male = 2); BAOP, Beliefs About Obese Persons Scale (0–48); BGDS, Belief in Genetic Determinism Scale (1–7).
Excluded predictor variables: age, baseline: controllability beliefs (BAOP); genetic, internal, and external causal attributions (CAOQ); genetic determinism
(BGDS).
*p < .05
**p < .01
***p < .001
doi:10.1371/journal.pone.0162993.t003
Weight Stigma Reduction
PLOS ONE | DOI:10.1371/journal.pone.0162993 September 15, 2016 9 / 14
educational level only [F(1, 63) = 10.82, p< .01, η2 = 0.15]. As reported for the total sample
(see above), in both participants with high and low educational level, genetic knowledge and
the belief in genetic determinism increased specifically in the experimental group (all p< .05).
In the regression analysis of participants with high educational level, lower baseline explicit
stigmatizing attitudes (0.83), greater decrease in controllability beliefs (-0.16), greater increase
in genetic determinism beliefs (-0.17), and greater genetic causal attributions (-0.13) signifi-
cantly predicted lower post-intervention explicit stigmatizing attitudes (all p< .05). The final
model including these predictors was significant [F(4, 62) = 67.86, p< .001] and explained
81% of the variance. In participants with low educational level, only lower baseline stigmatizing
attitudes (0.85) and greater decrease in controllability beliefs (-0.18) were significant predictors
(all p< .05). The final model including these predictors was significant [F(2, 64) = 96.62, p<
.001] and explained 75% of the variance.
Discussion
As opposed to Study 1, the brief interactive intervention to reduce weight stigma did not
show any significant effect on explicit stigmatizing attitudes in a general population sample
over a prolonged follow-up of four weeks. Neither were beliefs about the personal controlla-
bility of one’s overweight attenuated. Stratification of the analyses by educational level, how-
ever, showed a decrease in controllability beliefs and implicit stigmatizing attitudes in
participants with higher educational level only, which applied to both the experimental and
the control group. These results are consistent with meta-analytical results suggesting almost
zero effects for weight stigma interventions that were conducted in individuals from the gen-
eral population, while interventions in higher educated student samples tended to yield
greater reductions in stigmatizing attitudes [18]. Beyond the population-based sample, the
extended time frame of four weeks in this study may have attenuated effects that were found
to be small after two weeks in Study 1. Further, older age was significantly associated with
lower stigmatizing attitudes, so that age differences between studies are unlikely to be
accountable. Overall, the results in this study were stable when weight status or social desir-
ability were controlled.
Regarding mechanisms of change, the brief interactive intervention increased specific
knowledge on obesity genetics and fostered genetic causal attributions as hypothesized, with
the latter especially pronounced in individuals with high educational level. In contrast, unex-
pectedly, causal attributions to internal factors (e.g., overeating, lack of physical activity)
decreased in both study groups, thus indicating that this reduction was not related to the inter-
vention, but presumably to participating in the study provoking a reflection about the responsi-
bility of the onset of obesity. This effect was not stable when controlled for covariates, and
especially applied to individuals with low educational level. As hypothesized, the belief in
genetic determinism was increased in the intervention group only, although the program’s
focus was on gene × environment interactions. Thus, the reference to gene × environment
interactions may have been misunderstood in a deterministic way. However, four weeks after
the intervention, the participants still scored—with low variability—close to the BGDS mean
(M = 4.67, SD = 0.90 vs. scale M = 4); thus, they were unlikely to perceive obesity as fully genet-
ically determined. Unlike preliminary results on potential negative side-effects of genetic causal
information on students’ weight loss recommendations or overeating behavior [16,20], deter-
ministic beliefs were not shown to have detrimental effects on stigmatizing attitudes. Rather,
together with a greater decrease in controllability beliefs, a greater increase in deterministic
views of obesity contributed to the prediction of decreased stigmatizing attitudes four weeks
post-intervention, with small effect size. This was true especially for women, who revealed in
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some previous investigations lower stigmatizing attitudes than men [12,14], and for individuals
with high educational level.
Conclusions
Based on two well-controlled, adequately powered studies, the newly developed brief, interac-
tive intervention educating about gene × environment interactions in the etiology of obesity
was found to be useful to decrease weight stigma, at least in the short term and in individuals
with high educational level. In a comprehensive investigation of mechanisms of change and
potential side-effects, the results further lended some support to the prediction of attribution
theory [11], in that a focus on uncontrollable—genetic—factors (moderated by environmental
influences that are at least partly controllable) can attenuate controllability beliefs (Study 1),
which predicts lesser weight stigma (Study 2). Beyond fostering genetic causal attributions and
knowledge, the intervention further led to an increase in beliefs in genetic determinism that
was not found to be harmful, as previously cautioned [6,31,33], but contributed to decreased
stigmatizing attitudes. Nevertheless, future research should rule-out any harmful effects of bio-
genetic causal information on individuals with obesity themselves. One study from the obesity
field showed that providing genetic information did not have any effect on weight stigma inter-
nalization of individuals with overweight or obesity [47], a variable highly correlated with men-
tal and physical health [48].
Limitations of this study include the use of different follow‐up periods (2 versus 4 weeks)
and types of samples (student versus population sample), making the differences in results of
Study 1 and Study 2 difficult to interpret. An assessment of the mechanisms of change at time
points prior to the primary endpoint would be desirable in order to examine mediational
effects. Related to the brevity of the intervention, it was not possible to discern effects of specific
components. Further, stigmatizing attitudes may have been reduced via other mechanisms
than studied here. For example, empathy has been found to be inversely associated with bio-
genetic attributions [49], and the intervention’s guided imagery task may have increased empa-
thy). While this study addressed the development and initial evaluation of a new stigma
reduction intervention, in future studies effects could be compared to other control conditions,
for example, providing genetic information, or providing gene × environment information
without other intervention components, in order to further dismantle intervention effects.
Using a sample more representative of the population than the relatively young sample in
Study 2 (mean population age 43.9 years) [50] would bolster generalizability of findings. More-
over, it would be desirable to examine effects on additional outcomes, including body image,
self-efficacy, depression, eating behavior, or physical activity, and behavioral outcomes (e.g.,
social distance). Further, more work on the assessment of the belief in genetic determinism
would be desirable, for example, clarifying its nature as a categorical or continuous concept
[51].
Given that potent weight stigma reduction programs with sustainable success are widely
lacking [5, 18], more research is warranted to develop efficacious interventions targeting both
explicit and implicit stigmatizing attitudes in individuals from all educational backgrounds.
Regarding the challenge to develop interventions to improve implicit stigmatizing attitudes
[52], this can most likely be achieved by intensive multi-component interventions [27]. Other
approaches that could be tested are, for example, evaluative conditioning or attentional bias
modification [52]. Once safety and efficacy are further confirmed, interventions like the one
described could be one low-cost and highly disseminable component, albeit with limited sus-
tainability, in the societal challenge of reducing weight stigma. Because of the substantial indi-
vidual and societal stigma-related burden [2,53], interventions to reduce weight stigma should
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become part of public health strategies, for example, within larger efforts towards health pro-
motion or prevention of obesity and eating disorders.
Supporting Information
S1 Data. Study 1 Data.
(SAV)
S2 Data. Study 2 Data.
(SAV)
Acknowledgments
I am grateful to M.Sc. candidates Natalie Altmann, Charlotte Fischer, Bianca Hucke, Anna
Nitsche, and Judith Ritter for their impact on the realization of this study. I am also grateful to
Jamie L. Manwaring, Ph.D. and Lisa Opitz, B.Sc. for their editing of the current paper.
Author Contributions
Conceptualization: AH.
Data curation: AH.
Formal analysis: AH.
Methodology: AH.
Project administration: AH.
Resources: AH.
Supervision: AH.
Validation: AH.
Visualization: AH.
Writing – original draft: AH.
Writing – review & editing: AH.
References
1. Puhl RM, Heuer CA. The stigma of obesity: a review and update. Obesity. 2009; 17: 941–964. doi: 10.
1038/oby.2008.636 PMID: 19165161
2. Brewis AA. Stigma and the perpetuation of obesity. Soc Sci Med. 2014; 118: 152–158. doi: 10.1016/j.
socscimed.2014.08.003 PMID: 25124079
3. Papadopoulos S, Brennan L. Correlates of weight stigma in adults with overweight and obesity: a sys-
tematic literature review. Obesity. 2015; 23: 1743–1760. doi: 10.1002/oby.21187 PMID: 26260279
4. Puhl RM, King KM. Weight discrimination and bullying. Best Pract Res Clin Endocrinol Metab. 2013;
27: 117–127. doi: 10.1016/j.beem.2012.12.002 PMID: 23731874
5. Daníelsdóttir S, O'Brien KS, Ciao A. Anti-fat prejudice reduction: a review of published studies. Obes
Facts. 2010; 3: 47–58. doi: 10.1159/000277067 PMID: 20215795
6. Dar-Nimrod I, Heine SJ. Genetic essentialism: on the deceptive determinism of DNA. Psychol Bull.
2011; 137: 800–818. doi: 10.1037/a0021860 PMID: 21142350
7. Crandall CS. Prejudice against fat people: ideology and self-interest. J Pers Soc Psychol. 1994; 66:
882–894. doi: 10.1037/0022-3514.66.5.882 PMID: 8014833
Weight Stigma Reduction
PLOS ONE | DOI:10.1371/journal.pone.0162993 September 15, 2016 12 / 14
8. Crandall CS, D'Anello S, Sakalli N, Lazarus E, Nejtardt GW, Feather NT. An attribution-value model of
prejudice: anti-fat attitudes in six nations. Pers Soc Psychol Bull. 2001; 27: 30–37. doi: 10.1177/
0146167201271003
9. Crandall CS, Martinez R. Culture, ideology, and antifat attitudes. Pers Soc Psychol Bull. 1996; 22:
1165–1176. doi: 10.1177/01461672962211007
10. Crandall CS, Moriarty D. Physical illness stigma and social rejection. Br J Soc Psychol. 1995; 34: 67–
83. doi: 10.1111/j.2044-8309.1995.tb01049.x PMID: 7735733
11. Weiner B. An attributional theory of motivation and emotion. New York: Springer; 1986.
12. Hilbert A, Rief W, Braehler E. Stigmatizing attitudes toward obesity in a representative population-
based sample. Obesity. 2008; 16: 1529–1534. doi: 10.1038/oby.2008.263 PMID: 18464749
13. Lippa NC, Sanderson SC. Impact of information about obesity genomics on the stigmatization of over-
weight individuals: an experimental study. Obesity. 2012; 20: 2367–2376. doi: 10.1038/oby.2012.144
PMID: 22673191
14. Puhl RM, Latner JD, O'Brien K, Luedicke J, Danielsdottir S, Forhan M. A multinational examination of
weight bias: predictors of anti-fat attitudes across four countries. Int J Obes. 2015; 39: 1166–1173. doi:
10.1038/ijo.2015.32
15. Sikorski C, Luppa M, Braehler E, Koenig HH, Riedel-Heller SG. Obese children, adults and senior citi-
zens in the eyes of the general public: results of a representative study on stigma and causation of obe-
sity. PLoS One. 2012; 7: e46924. doi: 10.1371/journal.pone.0046924 PMID: 23071664
16. Dar-Nimrod I, Cheung BY, Ruby MB, Heine SJ. Can merely learning about obesity genes affect eating
behavior? Appetite. 2014; 81: 269–276. doi: 10.1016/j.appet.2014.06.109 PMID: 24997408
17. Pearl RL, Lebowitz MS. Beyond personal responsibility: effects of causal attributions for overweight
and obesity on weight-related beliefs, stigma, and policy support. Psychol Health. 2014; 29: 1176–91.
doi: 10.1080/08870446.2014.916807 PMID: 24754230
18. Lee M, Ata RN, Brannick MT. Malleability of weight-biased attitudes and beliefs: a meta-analysis of
weight bias reduction interventions. Body Image. 2014; 11: 251–259. doi: 10.1016/j.bodyim.2014.03.
003 PMID: 24958660
19. Lewis RJ, Cash TF, Bubb-Lewis C. Prejudice toward fat people: the development and validation of the
antifat attitudes test. Obes Res. 1997; 5: 297–307. doi: 10.1002/j.1550-8528.1997.tb00555.x PMID:
9285835
20. Persky S, Eccleston CP. Impact of genetic causal information on medical students' clinical encounters
with an obese virtual patient: health promotion and social stigma. Ann Behav Med. 2011; 41: 363–372.
doi: 10.1007/s12160-010-9242-0 PMID: 21136226
21. Puhl RM, Schwartz MB, Brownell KD. Impact of perceived consensus on stereotypes about obese peo-
ple: a new approach for reducing bias. Health Psychol. 2005; 24: 517–525. doi: 10.1037/0278-6133.24.
5.517 PMID: 16162046
22. Weiner B, Perry RP, Magnusson J. An attributional analysis of reactions to stigmas. J Pers Soc Psy-
chol. 1988; 55: 738–748. doi: 10.1037/0022-3514.55.5.738 PMID: 2974883
23. Bannon KL, Hunter-Reel D, Wilson GT, Karlin RA. The effects of causal beliefs and binge eating on the
stigmatization of obesity. Int J Eat Disord. 2009; 42: 118–124. doi: 10.1002/eat.20588 PMID: 18798228
24. Teachman BA, Gapinski KD, Brownell KD, Rawlins M, Jeyaram S. Demonstrations of implicit anti-fat
bias: the impact of providing causal information and evoking empathy. Health Psychol. 2003; 22: 68–
78. doi: 10.1037/0278-6133.22.1.68 PMID: 12558204
25. Diedrichs PC, Barlow FK. How to lose weight bias fast! Evaluating a brief anti-weight bias intervention.
Br J Health Psychol. 2011; 16: 846–861. doi: 10.1111/j.2044-8287.2011.02022.x PMID: 21988068
26. Hague AL, White AA. Web-based intervention for changing attitudes of obesity among current and
future teachers. J Nutr Educ Behav. 2005; 37: 58–66. doi: 10.1016/S1499-4046(06)60017-1 PMID:
15882481
27. O'Brien KS, Puhl RM, Latner JD, Mir AS, Hunter JA. Reducing anti-fat prejudice in preservice health
students: a randomized trial. Obesity. 2010; 18: 2138–2144. doi: 10.1038/oby.2010.79 PMID:
20395952
28. Swift JA, Tischler V, Markham S, Gunning I, Glazebrook C, Beer C, et al. Are anti-stigma films a useful
strategy for reducing weight bias among trainee healthcare professionals? Results of a pilot random-
ized control trial. Obes Facts. 2013; 6: 91–102. doi: 10.1159/000348714 PMID: 23466551
29. Wiese HJ, Wilson JF, Jones RA, Neises M. Obesity stigma reduction in medical students. Int J Obes
Relat Metab Disord. 1992; 16: 859–868. PMID: 1337340
30. Greenwald AG, McGhee DE, Schwartz JL. Measuring individual differences in implicit cognition: the
implicit association test. J Pers Soc Psychol. 1998; 74: 1464–1480. PMID: 9654756
Weight Stigma Reduction
PLOS ONE | DOI:10.1371/journal.pone.0162993 September 15, 2016 13 / 14
31. Hoyt CL, Burnette JL, Auster-Gussman L, Blodorn A, Major B. The obesity stigma asymmetry model:
The indirect and divergent effects of blame and changeability beliefs on antifat prejudice. Stigma and
Health. 2016, June 2. Advance online publication. doi: 10.1037/sah0000026
32. Nelkin D, Lindee MS. The DNAmystique: the gene as a cultural icon. Ann Arbor: University of Michi-
gan; 2004.
33. Phelan JC. Geneticization of deviant behavior and consequences for stigma: the case of mental illness.
J Health Soc Behav. 2005; 46: 307–322. doi: 10.1177/002214650504600401 PMID: 16433278
34. Kvaale EP, Haslam N, Gottdiener WH. The 'side effects' of medicalization: a meta-analytic review of
how biogenetic explanations affect stigma. Clin Psychol Rev. 2013; 33: 782–794. doi: 10.1016/j.cpr.
2013.06.002 PMID: 23831861
35. World Health Organization. Obesity: preventing and managing the global epidemic (WHO Technical
Report Series 894). Geneva; 2000.
36. Allison DB, Basile VC, Yuker HE. The measurement of attitudes toward and beliefs about obese per-
sons. Int J Eat Disord. 1991; 10: 599–607.
37. Brauhardt A, Rudolph A, Hilbert A. Implicit cognitive processes in binge-eating disorder and obesity. J
Behav Ther Exp Psychiatry. 2014; 45: 285–290. doi: 10.1016/j.jbtep.2014.01.001 PMID: 24480398
38. Teachman BA, Brownell KD. Implicit anti-fat bias among health professionals: is anyone immune? Int J
Obes. 2001; 25: 1525–1531. doi: 10.1038/sj.ijo.0801745
39. Nosek BA, Greenwald AG, Banaji MR. Understanding and using the Implicit Association Test: II.
Method variables and construct validity. Pers Soc Psychol Bull. 2005; 31: 166–180. doi: 10.1177/
0146167204271418 PMID: 15619590
40. Greenwald AG, Nosek BA, Banaji MR. Understanding and using the Implicit Association Test: I. An
improved scoring algorithm. J Pers Soc Psychol. 2003; 85: 197–216. doi: 10.1037/0022-3514.85.2.197
PMID: 12916565
41. Hilbert A, Tuschen-Caffier B. Essanfälle und Adipositas: Ein Manual zur kognitiv-behavioralen Therapie
der Binge-Eating-Störung [Binge eating and obesity. A cognitive-behavioral therapy manual for binge
eating disorder]. Göttingen: Hogrefe; 2010.
42. Stunkard AJ, Sørensen T, Schulsinger F. Use of the Danish adoption register for the study of obesity
and thinness. Res Publ Assoc Res Nerv Ment Dis. 1983; 60: 115–120. PMID: 6823524
43. Cohen J. Statistical power analysis for the behavioral sciences. Hillsdale, NJ: Erlbaum; 1988.
44. Hilbert A, Rief W, Braehler E. What determines public support of obesity prevention? J Epidemiol Com-
munity Health. 2007; 61: 585–590. PMID: 17568049
45. Keller J. In genes we trust: the biological component of psychological essentialism and its relationship
to mechanisms of motivated social cognition. J Pers Soc Psychol. 2005; 88: 686–702. doi: 10.1037/
0022-3514.88.4.686 PMID: 15796668
46. Stöber J. Die Soziale-Erwünschtheits-Skala-17 (SES-17): Entwicklung und erste Befunde zu Reliabili-
tät und Validität [The Social Desirability Scale-17 (SDS-17): Development and first findings on reliability
and validity]. Diagnostica. 1999; 45: 173–177.
47. Lippa NC, Sanderson SC. Impact of informing overweight individuals about the role of genetics in obe-
sity: an online experimental study. Hum Hered. 2013; 75: 186–203. doi: 10.1159/000353712 PMID:
24081234
48. Hilbert A, Braehler E, Haeuser W, Zenger M. Weight bias internalization, core self-evaluation, and
health in overweight and obese persons. Obesity. 2014; 22: 79–85. doi: 10.1002/oby.20561 PMID:
23836723
49. Lebowitz MS, AhnWK. Effects of biological explanations for mental disorders on clinicians' empathy.
Proc Natl Acad Sci U S A. 2014; 111: 17786–90. doi: 10.1073/pnas.1414058111 PMID: 25453068
50. Bundesamt Statistisches. Zensus 2011 [Census 2011]. Available: https://www.destatis.de/DE/
ZahlenFakten/GesellschaftStaat/Bevoelkerung/Bevoelkerung.html.
51. Sheeran P, Gollwitzer PM, Bargh JA. Nonconscious processes and health. Health Psychol. 2013; 32:
460–473. doi: 10.1037/a0029203 PMID: 22888816
52. Ruscio J, Ruscio AM, Carney LM. Performing taxometric analysis to distinguish categorical and dimen-
sional variables. J Exp Psychopathol. 2011; 2: 170–196. doi: 10.5127/jep.010910 PMID: 23946883
53. Puhl RM, Heuer CA. Obesity stigma: important considerations for public health. Am J Public Health.
2010; 100: 1019–1028. doi: 10.2105/AJPH.2009.159491 PMID: 20075322
Weight Stigma Reduction
PLOS ONE | DOI:10.1371/journal.pone.0162993 September 15, 2016 14 / 14
